rapidly recovered to 85%. Nitrous oxide was discontinued. The patient resumed spontaneous ventilation and removed her own nasotracheal tube. In the recovery room she was co-operative but miserable. Postoperative observations were stable during this period and the patient returned to the ward where she made an uneventful recovery, returning home the following morning. DISCUSSION Anaesthesia in the hypotonic neon ate with congenital myotonic dystrophy has been reviewed by Bray and Inkster. 2 This case history suggests that because tone improves during infancy the anaesthetic problems encountered in childhood are not as great as in the neonate. These children progress to features of the adult form of the disease. Such features occur at an earlier age and are of greater severity than in typical adult-Qnset myotonic dystrophy. Clinical myotonia was not demonstrated in this child and progression to adult form had not yet occurred.
Despite the absence of clinical myotonia, succinylcholine caused tonic contracture. We suggest succinylcholine be avoided in patients of any age with this myopathy.
This child demonstrated a sensitivity to the nondepolarising muscle relaxant alcuronium. This occurred following succinylcholine, which may have modified the neuromuscular response.
Patient sensitivity to nondepolarising muscle relaxants is variable. 3 Our patient may simply lie in the lower end of a normal distribution.
Although flexible fibreoptic bronchoscopes have been used for some time to facilitate difficult endotracheal intubations, there are few detailed reports of its therapeutic use in the paediatric age-group, particularly in association with general anaesthesia. We report an unusual case of potential airway obstruction which was managed by fibreoptically guided endotracheal intubation and detail the anaesthetic technique.
CASE REPORT
A six-year-old 22 kg male presented with a swollen tongue following a fall onto his chin approximately 24 hours prior to presentation. He had been previously well, with no history of bleeding or easy bruising.
While under observation, the boy's tongue continued to increase in size until it completely filled his mouth ( Figure I ). His upper teeth were embedded in the tongue. The swelling was thought to be due to haemorrhage into the tongue, or possibly an infective process related to the injury. A lateral airway X-ray demonstrated the enlarged tongue with a narrow column of air in the posterior pharynx. Although at that time there was no clinical airway obstruction, we were concerned that this could supervene. The child was transferred to the operating room for endotracheal intubation. Facilities were available for tracheostomy if necessary.
After intravenous access had been secured and atropine administered (220 Ilg IV), anaesthesia was induced via aT-piece and Rendell-Baker face mask with nitrous oxide and halothane in oxygen. The child was kept in the left lateral position -a position he had assumed preoperatively and in which his airway was unobstructed. As anaesthesia Anaesthesia and Intensive Care. Vol. 17. No. 3. August. I989 deepened, the nitrous oxide was discontinued and methoxyflurane introduced. After oxymetazoline hydrochloride 0.05% (Drixine) nose drops were instilled into both nostrils, a nasopharyngeal airway was inserted into the left nostril and the anaesthesia was maintained via this route. A pillow allowed the child's head to be positioned in the midline while he remained in the left lateral position.
A flexible bronchoscope (Olympus BF 3C4) was inserted via the right nostril into the trachea and a 5.0 mm uncuffed endotracheal tube was 'rail-roaded' over the bronchoscope into the trachea without difficulty. Pulse oximetry confirmed a haemoglobin saturation of 95-98% throughout.
The child was transported to the intensive care unit and was uneventfully extubated eight days later when the swelling had subsided.
DISCUSSION
This young boy presented a difficult airway management problem. We believe there was potential for airway obstruction to supervene at any time. Visualisation of the airway by direct laryngoscopy was considered to be impossible. Tracheostomy under local anaesthesia was contemplated but we felt that the child was too anxious and too vigorous to make this our first choice. Other options included 'blind' nasal intubation, either awake or under anaesthesia, or retrograde cannulation of the trachea with 'rail-roading' of an endotracheal tube over a catheter. Retrograde cannulation would have been difficult, however, because of lack of access via the mouth. It would have been necessary to have passed the wire or catheter out of the nose. We finally opted for what was in our opinion the least traumatic option as described above.
Our Olympus bronchoscope (with an external diameter of 3.6 mm) allows endotracheal tubes from 4.5 mm internal diameter upwards to be inserted over it, and therefore is suitable for a wide range of paediatric cases. Previous reports have described 'awake' intubation (often with sedative medication) both in adults 4 and children,6.g or the use ofketamine. 9 Halothane and methoxyflurane in oxygen provide good conditions for upper airway endoscopy. 10,1 I The slow offset of action of the methoxyflurane provides for smoother, more stable anaesthesia, particularly in situations where there may be considerable air dilution of the anaesthetic agents.
. We would commonly apply topical lignocaine (3-4 mg/kg) to the cords· and trachea, but on this occasion, with limited access, we relied solely on the volatile agents to depress laryngeal reflexes. Transtracheal lignocaine or supralaryngeal nerve blocks could have been used. It requires considerable experience to perform fibreoptic bronchoscopy expeditiously, even when the anatomy is normal. Anaesthetists with access to fibreoptic bronchoscopes should look for opportunities to practise with them to gain the expertise ·necessary to be able to use them in difficult situations.
